the distribution of the cases by quarters for the three population groups is shown.
In Glasgow, the rise is less abrupt than in the burghs and counties, but apart from this, there is no difference between them. Table 4 . In all three population groups the highest proportion of paralysed cases is in the 1-5 years age group, whereas that of non-paralysed cases is in the 6-15 years age group.
The small proportion of paralysed cases over the age of 15 years (12-17%)
is an interesting feature which contrasts with the recent trend in other countries towards an older age distribution. There is no essential difference in age distribution between the three population groups. October, 1953 . Ill for 5 days before admission with diarrhoea, vomiting and general flaccidity of muscles. On examination showed signs of meningeal irritation with weakness of all four limbs and of muscles of the back. Weakness of the intercostal muscles was suspected, but the child showed no signs of gross respiratory insufficiency until 2 days after admission when she became cyanosed with shallow respirations. There was much restlessness. B.P. was 128/100. At first restlessness was allayed by oxygen tent alone but by 27tli October this was not sufficient to overcome cyanosis and she was put in the Kifa cuirass type respirator. A marked improvement in general condition took place. The child slept well, had good colour and the B.P. fell to 110/00. Progress was maintained and by 2nd November she was able to be out of the respirator for 2| hours with no ill-effects. In the early hours of 5th November she suddenly became restless in the respirator, her pidse became poor quality and irregular. Cyanosis and signs suggestive of pulmonary oedema developed and she died in a few minutes despite treatment with stimulants. Autopsy failed to account for death apart from signs of poliomyelitis in brain and cord and congestion of the lungs with small areas of atelectasis. It was assumed that death was due to heart failure.
Case No. 5. Male aged 1 year 4 months, admitted 31st December, 1953. Ill for 8 days before admission with listlessness, irritability and flaccidity of all limbs. On examination he was extremely listless with flaccid paralysis of all four limbs. Chest movement was poor with weakness of both intercostal muscles and diaphragm. Colour was cyanotic and there was indrawing of intercostal spaces. The cry was feeble and the child was extremely drowsy. The first recorded P.P. was 190/120. He was put into an oxygen tent which improved his colour and pulse rate. After one day in oxygen he was found to have twitching of the face muscles and was becoming restless. 13.P. remained very high. On account of this he was put into the Kifa respirator with good effect. In this case difficulty was experienced in maintaining a balance between hypo-and hyper-ventilation. We found the best method was to alternate between the Kifa respirator and the oxygen tent. By the time of dismissal to the orthopaedic unit screening of the diaphragm showed that considerable improvement in movement had taken place. The limb muscles however had recovered very little indeed. The lowest recorded blood pressure was 125/90. DISCUSSION. Attention may be directed to the four main features.
1. The total attack rate in the region for both paralysed and non-paralysed cases is roughly 100 per million. As one would expect, the rate varies greatly from place to place, being as high as over 300 per million in the small industrial region of Dumbarton. Most 
